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F(')IéE}FI}( {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULD BE oowﬁ%nou
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F 000 | INITIAL COMMENTS Fogp|  Disclaimer:
y The Bridge at South Pittsburg does not
During an annual recertification and complaint ; - i
investigations #35443, #35506, #36631, #35863, 22;3.” ¢ and .“Zs o it o any
and #35864 conducted on 4/6/15.4/8/15, at The el oes oxisted efther before, during, or
Bridge at South Pittsburg, no deficlendies were after the survey. The Facility reserves all :
cited In relation to the complaints under 42 CFR rights 10 contest the survey findings through
PART 483, Requirements for Long Term Care Infermal dispute resolution, formal appesl
Facillties. proceadings or any administrative or legal
F 157 483.10(b)(11) NOTIFY OF CHANGES proceedings. This plan of corraction s not
88=D | (INJURY/DECLINE/ROCOM, ET C) meant to establish any standard of care,
A facility must immediately Inform the resident; Faciy cem s to rise all pesshr
or an interested family member when there Is an or criminaf. glalm, action or proceedings.
accident invoh.ring the resident which resulis in Nothing contalned in this plan of corraction
injury and has the potential for requiring physician should be considered as a waiver of any
Inten_renﬁon; a significant change in the resident's potentially applicakle Peer Review, Quality
ggis;ls'ca]ra’t {nel‘}tali_; oat?jsycho?;cial stafus (l.a,, 2 Assurance  or  self-critfcal  examination :
eroration in heaith, mental, or psychosocial rivi i
sl aivr s sty conrs e
c!InIc;ai comp]lcatmns} + aneed to ajter treatment adrminlstrative, civil or criminal clalm, action
significantly {i.e., a nesd fo discontinue an o procesding. The Facilty ff; e
existing form of treatment due to adverse o Tadiy  offers
consequences, or to commence a new form of response, credible allegations of compliance
T |treatment); ora decisfon to transfer or discharge and plan of corraction as part of its engeing
the resident from the facility as specifled in efforts 1o provide quality of care to its
§483.12(a). ragidents.
Th;z facllity must also promptly notify the resident .
and, if known, the resident's legal representative F i F157 Notify of Changes (Injury / Dedine / | 5
or interested family member when thereis a 157 Raom, stc) (injury ' ! /2215
change in room or roommate agsignment as ’
Specified in §483.15(¢)(2); or a change in Th ity wili § iataly i
resident rights under Federal or State law or ° fac_' Wy vl immediately mfm.n the
regulations as specified in para raph {b)(1) of resident; consult with the resident's
this section. R ] paragrap physiclan; and i known, notify the resident's !
legal representative: or an interested farnily
’ : member when thers is an accident involving :
LABORATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE {X8) DATE
Ao~ APy islg 1 enr ‘{/‘sr-/cs"

following thedate

days following the date these documents are made avallable 1o the facility. Hf deficiencies are

program participation.

Any defidlancy statemen ding with an asterisk (*) denotes a deficlency which the institufion may be excused from comecting providing it is determingd that
other rovide Cient protection o the patlents, (See instructions.) Except for mursing homes, the findings stated above are disclusable 00 days
i i - the above findingz and plans of comechion arg disclosabla 14
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B SREF (EACH DEEICIENGY MUST 9E PREGEDEDBY FuLL PREFIX CAOsS REPERE S TS TON SHOWLD BE | cousmemon
—TAG— _"‘“"‘_"—"‘Usﬁmcn
the resident which ragults in tnJury and has
F 157 | Continued From page 1 FA57]  the potentiaf  for requiting physician
The facility must record and periodically update intervention; a significant change in the
the address and phone number of the resident's . resident’s physical, mental, ar psychosocial
legal representative or interested family member, Status (Le. physical, mental, or psychesocial !
Status in elther life threatening conditions or
This REQUIREMENT is not met as evidenced clinical complications); a need to alter
by: treatment significantly (ie., 3 need 10
Based on review of facility policy, medical record discontinug an existing form of treatment
review, review of facility Investigations, and due to sdverse consequences, or to
interview, the facility falled to natify a family comience a new form of treatment); or to
" | member after a fall for one resident (#56) of four commence a new form of treatment); or a
residents reviewed of thirty-ning sampled decision to transfer or discharge the resident ¢
residents. from the faclity as specified in 473.13(a).
The findings included: The faciitty will also pramptly notify the |
Review of the facllity policy titied Fail Policy dated resident ara_d, K knawn, the resident's legal
April 2012, revealed "...if fall occurs the following presentative or Interested family member
actions will be takern...e. Notify physician and when ther¢ is a change In room or roommate
family..." . assignment &5 specified in 483.15(e}(2); or a
thange in resident rights undar Federal or
Med!cal record review revealed Resident #56 was State Isw or regulations as specified in |
admitted to the facliity on 10/8/12 with diagnosss paragraph {b){1) of this section.
indluding Alzheimer's Disease, Hypertension,
Chronic Kidney Disease Stage 2, Generalized The Facility whil record ang periodically |
Arnxdety, _Moog Discrder, erressive Disorder, update the address and phone number of
Psychosis, Difficuliy Walking and Personal the resident's fegal .
Hi s‘tory of Falls, gal  representative or
Interested family member.
Medical record review of the quarte Minimum
Datg Set (MDS) dated 2/30/18 revegl}:ed the Residents Affected:
resident scored a 9 on the Brief Interview for i
Mental Status (BIMS), Indicating the resident was On  04/26/15, DON  notifled  legal
moderately cognitively impaired, was orly able to representative (conservator) of Resident
stabilize with staff assistance, and walked in raom #56’s fall that ocourred 3/24/15 .
with one person physical assist.
Review of a facility investigation for Resident #56
dated 3/24/15 revealed, "...On patients return to
FORM CMS-2467(02-98) Previous Versions Obsolaie Event ID:2MJET Facilfy iD- TNSG01 If continuation sheet Page 2 of 7
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X UMMARY STATEMENT ROVIDER'S PLAN OF CORREGTION =)
l%llt-:)l’l& {EA(;SH DEFIG!ESNE:’ NUST BE. SQEEE%E‘%ES FULL PREFIX (EECH CORRECTIVE AGTION SHOULD BE COMEAETION
TG REGLLATO, IDENTIFYING iINFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ;
~—DEFTCTENCY)
Residents Potentially Affected:
F 157 | Continued From page 2 F157
bed, she fell in the floor. This nurse found Al residents who have experienced a Fall
resident in floor on abdomen resting on her foft have the potential to be affected by this
arm. Range of motion and full body assessment cited practice. By 5/22/15, DON / UMs will
completed and within normal iimits. Vitat signs conduct audit of medical record and/or
stable. When asked about occurrence resident ovent manager of residents’ wha have
replied, 'l just fell. Period’. Nurse x2 [two nurses] experienced falls within the Jast 90 davs,
assisted patient to sitting position and then n i notify responsible partles i
| continued transfer from fioor to bed., No injuries BON/ UMs will notify resp f audit by
' | noted...Notifications and orders doctor: NP Nurse indicated based on findings of a
Practitioner]-3/24/2015 7:20 am...Orders 5/22/15.
received: NP- 3/24/2015 7:20 am..."
Interview with Director of Nursing {DON) on :
4/8/15 at 9:46 AM, in the corference room, Systemic Measures: ;
confimed there was no documentation in the
Nursing Assessment, Falj Investigation, or DON/SDC will educate nursing staff (LPN /
Nursing Notes regarding family nofification after RN) an focility Fall Policy by s/22/15,
| the fall, and the facility failed to follow policy for DON/SDC to previde competency test to
j notification of family, nursing staff on F3ll Policy by 5/22/15.
F 22614831 3{(c) DEVELOP/IMPLMENT
S8=D [ ABUSE/NEGLECT, ETC POLICIES Monitoring Measures:
The faclity must develop and implement written Resident falls will be discussed in daily
policies and procedures that prohibit clinical meeting {Man-Fr1) and !
misfreaiment, neglect, and abuse of residents documnentation reviewed by the QA team. |
and misappropriation of resident property. Any  Identified concems  related to
notification compliance will be corrected
immediataly and reported ta  the
This REQUIREMENT is not met as evidenced Administrator and education will be given
by: . until comgpliance achieved. Compliance issues
Based on review of facillty policy, medical record will be addresced in monthly QA % 3 menthy
review, review of facility investigations, and Yor recommendations and further follow-up
interview, the facliity failed to implement the as indicated, !
abuse policy for one resident (#130) of five
residents reviewed.
The findings included:
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(%4} ID SUMMARY STATEMENT GF DEFICIENCIES 1D PROVIDER'S FLAN OF CORRECTION : t}fsEm
REFIX PREFIX CORREGTIVE AGTION SHOULD BE COMPLENON
-—F'me_.. SEaT) ATORY L oo B F%Lrli 16 | cgé%-HREFERENCED TO THE APFRQPRIATE DATE
T OEFICERNGY) B
[
F226 Develop / implement Abuse f Neglact, : 5/22/18
F 226 | Continued From page 3 F228 _ Ete Policias |
Review of facility policy titled *Abuse, Negleot, The facllity wili develop and implement |
and Misappropriation most recently revised in written policies and procedures that prohibit
March 2013, revealed, "...All allegations of abuse mistreatrent, neglect, and abuse of
are reported Immediately to the charge derts & d, ica ’ -ation
nurse... The charge nurse will immediately notify resiclents and misappropriation.
the Administrator, DON [Direstor of Nursing... Residents Atfacted:
edicai re i
&fas l:gmm%%r?or%v;egtﬁ\g g%ﬁﬁgﬁf 30 Investigation began by Adminlstrator on
diagnoses Including Dementia with Behavior 3/8/15 10 ensure safety of Resident #130. |
Disturbance. Alleged CNA was immediately suspended :
ono 3/3/15 pending outcame ofthe :
Medical record review of a Minimum Data Set Investigation, Investigation concluded that '[
dated.2!28)'1 3 revealed the resident's Brief allegation wag unsubstantiated with no
! ng?mew of Mental Status score was five, adverse effects to resident. LPN#1 grovided
indicating impalred cognitive ability. ane-on-one in-service by DON en 3/3/1S on |
Review of a facility mvesti gation dated 312145 facility Abusa Poliey, including reporting :
{ and signed by Certified Nursing Assistant (CNA) requicements.
#1, revealed, "...Investigation Regarding: . i
{Resident #1 30]...Date incident Occurred: Residents Potentially Affected: :
3-2-2015...1 was in the room with [CNA%2)._.at , '
7:30 PM...I went into the room at 9:28 and gave Alt residernits who have alleged abuse have
[res{dent] a clean comforter and [resfdent] the potential to be sffected by this cited
_ | stated...arm was hurting b/c [because] | baat practice. Administrator reviewed all !
| [resident). Immediately gave [resident] the blanket investigations / State Reportables for last 60
and told the nurse what was stated...” days on 4/29/15 with no compliance issuesg
noted.
Review of a facilty Investigation dated 3/2/1 5,
and signed by Licensed Practical Nurse (LPN) Systemic Meastres:
#1, revealed, "CNA [#2] approached me and told
me that [resident] was hurting & fand] that o Administrator / SDC ta conduct in-service
{resident] told CNA not to hit [resident] again... with staff on facility Abuse Policy by 5/22/15. |
Review of facility investigation dated 3/3/15. and Administratar or SDC will mplole shise
signed by the DON, revealed, *...This morning | fraining with all new emplayees upon hire
received notfice that [resident] stated a cna had during orfentation prior to assuming position |
beaten [resident] up...t reported this on the fioar,
FORM CMS-2857(02-99) Previous Versions Obgolete Event ID: 2MJE11 Faclitty i0: TNS801 If continuation sheet Page 4 of 7
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Extremity Edema.

Medical record review of a physician's order
dated 1/115 revealed, "PT/OT/ST to eval and tx
[Physical Therapy/Qccupational Therapy/Speech
Therapy io evaluate and treaf]."

Medical record review revealed the resident was
treated by PT and OT and discharged home on
3/9/15. Continued review revealed no
documentation regarding Speech Therapy.

201 EAST 10TH STREET
BRIDGE AT SOUTH P
SOUTH PITTSBURG, THE SOUTH PITTSRURG, TN 37380
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES o PROVICER'S PLAN OF CORRECTION (x3)
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE COMPLETION
—TAG—.  BEGULATORY.OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
TS DEFISIENGT)
F 226 | Continued From page 4 F 226 Monitoring Measures: :
to...admininstrator...” Abuse investigations will be discussed daily
Interview with the DON on 4/7/15 at 4:28 PM, In | (Mon-Fri) in morming Clinlcal Meeting and
the therapy room, revealed the DON was not reviewed by QA team to ensure compliance
immediately notified of the resident’s allegations with Abuse Policy. Any noted compliance
and confirmed the facility failed to implement the issues will be addressed accordingly at that
abuse policy for Resident #130. time and forwarded o the QA committee.
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET Any identified concerns related 1o
$8=D | PROFESSIONAL STANDARDS compliance with facility Abuse Policy will ber
- ddressed immediately and reported to the
- | The services provided or arranged by the facility 2 N " :
must meet professional standards of quality, Administrator, Concerns will be addressed ip
monthly QA meet_lng %3 months for
recommendations and further follow-tip asl
Tb';is REQUIREMENT is not met as evidenced indlcated, |
" |
Based on medical record review and interview, F 281 F281 - Serviees Provided Mest Professional | 2/22/15
the facility falled to follow g physician's order for Standards
ong resldent (#43) of thirty-nine sampled
residents. "The services provided or arranged by the '
. . facility will meet professional standards of
The findings included: quality.
Med!cal record review reveaied Resident #43 was Residents Affected: |
admitted to the facility on 1/1/15 with diagnoses i
including Alzheimer's Disease and Lower

Wo changes can be made to Resident 843
dué to discharging home on 3/9/18. ‘

Residents Patantially Affectad: ,

All residents with order for Speech Therapy
hiva the potentis] to be affected by this

wited practice related to professional
standards. DON / UMs / RSM to audit sneach
therapy orders for residents admitted in the |
past 80 days by 5/22/15. DON / UMs /RSM |
to address issues found during audit as
indicated.
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X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD SE CoMPLETON
TAL ULATORY QR LSCIDENTIEYING INFORMATION) | YAG CROSE-REFERENGED TQ THE APFPROPRIATE DATE
— ] : CIENCYT
[
F 281 | Continued From page § F 287  Systemic Measures: I|
Interview with a corporate nurse on 4/8/15, at . . |
11:05 AM, in the conference raom, revealed the Regional Therapy Directorto conduct [n- !
facility was unable to provide documentation service with theraplsts by 5/22/15 on !
regarding a Speech Therapy evaluation and following physician orders for evaluations
confirmed the facility failed to follow the and treatment. '|
physlician's order for Resident #43. '
F 514 | 483.75(1%1) RES Monitoting Measures:
$8=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB -
LE DON / UMs / RSM ta conduct random audit
- ) ) . monthly X 3 months te monitor compliance |
The. facn!ly must malntalr! clinical records on each with physician orders. Therapy orders will be
resident in al::oordan'oe with accepted professional brought to daily Clinlcal Meeting (Mon-Fri)
standards and practices that are complete: . hab M |
accurately documented; readily accessible: and and communicated 10 Rehab Manager a5
systematically organized. they are written. Any identifled concerns
ralated to following of physician orders will
The clinical recerd must contain sufficient be corrected immediately and reported o
info_rmaﬁon to identify the resident; a record of the the Administrator. Concerns will be
resident's assessments; the plan of care and addressed in monthly QA x 3 months for
services provided; the results of any recommendations and further follow-up as
preadmission screening conducted by the State; indjcated
and progress notes, ) !
) ' F 514 F514 - Res Rerords — Complete fAccurate/ /-/ 9/35
g‘hrs REQUIREMENT is not met as evidenced Accessible Sl \ R
v: AR
Based on review .of facility policy, medical record The facility wilt malntaln clinical racords on gf NI N
review, and interview, the facility failed to each resident in accordance with sccepted Shohs e X
matigtal:n a compietfa me_dica! record for one professional standards and practices that are
resident (#13) of thirty-nine sampled residents. complete; accurately documented; readily c
The fin dings included: accessible; and systematically organized,
Review of facility poficy titled "Chart Order - Tha clnicat recard wil contain sufficiant
Closed Records” dated March 2013, revesled, information to identify the resident; a record
"...Assembling the medical record shall be of the resldent’s assessments; the plan of
completed at the time of discharge or care and services provided; the results of any
death...Health Information Management Director greadmission screening conducted by the
' State; and progress notes. |
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shall be responsible for...arranging the medical
record for final disposition...Health information
shall file a written report with the administrator of
any incomplete closed record... Medical records
shall be...completed within thirty (30} days of
discharge..."

Medical record review revealed Resident #13 was
admitted fo the facllity on 1/30/15 with diagnoses
including Alzheimer's Dementia.

Medical record review of a physician's order
dated 2/23/15 revealed, *DNR jDo Not
Resuscitate] Palliative Measures.”

Medical record review of a nurse’s note dated
2/24{15 at 4:10 PM, revealed, "no spontancous
V8 {vital signs)...family request body be
released..."

Medical record review of a Dischiarge Summary
dated 2/24/15 revealed the resident expired on
2/24/15. Continued review-revealed the
Inferdisciplinary summaries regarding the
resident's stay wers blank.

Interview with the Director of Medica! Records on
4/8/18 at 1:42 PM, In the corridor outside the
conference raom, confirmed the faclllty failed 1o

maintain a complete medical record for Resident
#13.
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13} SUMMARY STATEMENT OF DEFIGIENCIES D FROVIER'S PLAN OF GORRECTION {15)
lgigg:p{ {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFX (EACH CORRECTIVE ACTION SHOULD BE mwbi
w—TFAG - _BEGULATORY OR LSC INENTIFYING INFORMATION) TAG CRUSS-REFERENCED TQ THE APPROPRIATE
T HEFACENGYY
F 514 | Continued From page 6 F 514| Residents Affected:

medical recard due 1o resident explring on
2f24/15.

No changes ¢an be made to Resident #13's |
|
[
Residents Potentially Affected: |

All residents who have discharged from the
facility have the potential to be affected hy
this clted practice, PON/ UMs will audit all
discharge summaries from the last 90 days
by 5/22/15 for completeness and accuracy.
DON / UMs ta addrass issues found during
audlt as indicated.

Systemic Measuras:

DON or Administrator to In-service
Interdisciplinary Team by §/22/15 on factlity
Medical Record Policy for accuracy and
completion of discharge summaries.

Monltoring Measures:

Discharge summaries will be brougkt ta dalty
Clinical Meeting {Mon-Fri) for reviow and
comgletion. Any identified concems related
to completeness of medical records will be
corrected immediately, reparted to the
Administrator and education completed untl|
compliance is achleved, Concarns will be
zddressed In monthly QA x 3 months for

recommendations and further follow up was
indicated.
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